Accountability is at the heart of the concept of clinical governance. Not only must health professionals strive to improve the quality of care, they must also be able to show that they are doing so.
The notion of accountability is not new-clinicians have long been accountable to their professional regulatory bodies. However, recent scandals about dangerous practice by doctors have damaged confidence in the current system of peer-led self regulation and raised concerns about the limited accountability of doctors in particular. 1 2 The new requirement for primary care clinicians to be answerable to colleagues in their practice and their primary care group or trust can be seen as one of a range of responses to these concerns and is central to the notion of clinical governance. This paper will discuss how the notion of accountability in clinical governance can be understood and operationalised within primary care. It will use the clinical governance work of a London primary care group as a case study to illustrate mechanisms of accountability and will show how there are different forms of accountability between health professionals and others, relating to various aspects of performance. The paper will also consider the barriers to improved accountability and highlight tensions that are likely to arise.
Who is accountable?
In primary care, "who is accountable" can be divided into two groups: individual healthcare professionals and groups of professionals, such as primary care groups and trusts. The legal obligations for individual healthcare professionals to provide care of sufficiently high quality to individual patients predate clinical governance and will continue to exist in tandem with it. These are mainly dealt with by the law of negligence, under which a patient can sue a health professional for failing to have provided care of a reasonable standard. In addition, obligations imposed on individual professionals by their professional bodies (such as the General Medical Council) to provide care of adequate quality continue to exist. In contrast to these mechanisms for individual accountability, the central aim of clinical governance is to hold groups of professionals accountable for each other's performance. One of the goals of clinical governance in primary care is to foster a new sense of collective responsibility for the quality of care provided by all primary care practitioners. This paper will concentrate on the collective notion of accountability in clinical governance.
Accountability to whom?
Primary care practitioners should regard themselves as accountable to a wide range of people:
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Summary points
Clinical governance will extend primary health care professionals' accountability beyond current forms of legal and professional accountability Clinical governance in primary care is aimed at enhancing the collective responsibility and accountability of professionals in primary care groups or trusts It is mainly concerned with increasing the accountability of primary health professionals to local communities (downwards accountability), the NHS hierarchy (upwards accountability), and their peers (horizontal accountability)
Primary care groups and trusts may find that, in addition to encouraging a culture of accountability, financial incentives are useful to achieve greater accountability There are tensions between downwards and upwards accountability, and limited resources are likely to ensure that upwards accountability is given priority x The local community in which the practice is situated; x The NHS organisational hierarchy, represented, in the first instance, by the local health authority; x Peers in the primary care group or trust to which practitioners belong; x Actual patients who are treated in primary care; and x The regulatory organisation of the profession to which the healthcare professional belongs (for example, the General Medical Council for doctors and the United Kingdom Central Council for Nursing, Midwifery, and Health Visiting for nurses).
The last two groups are not the major concern of clinical governance, being covered primarily by the law of negligence and the disciplinary powers of the relevant profession respectively. Within primary care the novelty of clinical governance will lie in the development of public involvement in quality improvement work (characterised as downwards accountability) and the use of annual accountability agreements between primary care groups and trusts and the local health authority (characterised as upwards accountability). Comparing these developments with systems for quality assurance in general practice in other European countries, it is notable that in Germany, for example, emphasis remains mainly on legal liability to individual patients and professional self regulation and has not extended to the other forms of accountability envisaged by clinical governance in the United Kingdom. 3 Primary care groups and trusts will also have to develop a new type of horizontal accountability to peers in the same organisation (figure). The relationships between primary care professionals are not governed by hierarchy or authority in the same way they would be in a hospital trust, requiring different systems of accountability. This is particularly relevant to doctors, for whom forthcoming regulations about revalidation 4 and compulsory participation of individual practitioners in clinical audit 5 6 complement the aims of clinical governance. The medical professional bodies will require participation in the activities of clinical governance for revalidation; though this will not be a legal obligation, it means that all doctors will have to comply if they wish to remain in practice.
Accountability for what?
Leat characterises accountability along four dimensions: fiscal, which concerns financial probity and thus the ability to trace and adequately explain all expenditure; process, which concerns the use of proper procedures; programme, which concerns the activities undertaken and, in particular, their quality; and priorities, which concerns the relevance or appropriateness of the activities chosen. 7 All these aspects of accountability are relevant to the activities of clinical staff working in primary care, but process and programme accountability are most relevant to clinical governance.
Process accountability includes the need to show that appropriate systems are being used to record to whom care is being delivered and the way in which it is delivered. To fulfil the requirements of process accountability, primary care groups and trusts will need to show that staff are delivering care in accordance with the standards in national service frameworks, and also that any locally developed standards are adhered to. National service frameworks will contain detailed prescriptions of what activities should be undertaken in primary care settings. For example, the coronary heart disease framework sets a goal for primary care that by April 2001 "a systematically developed and maintained practice-based CHD register is in place and actively used to provide structured care to people with CHD." 8 Primary care groups and trusts will be expected to assess themselves against such milestones, and their progress will also be monitored by the NHS hierarchy.
Programme accountability includes the quality of the activities undertaken, which is the idea at the heart of clinical governance. Earlier in this series Rosen discussed the many dimensions of quality in primary care and the various models that have been developed to promote quality improvement in primary care. 9 Of particular interest is the model of clinical governance developed by Baker et al, reflecting the complex activities of primary care. 10 The authors identify multiple mechanisms for quality improvement, each of which is linked to an explicit method of accountability, such as production of an annual report, making audit results available to health authorities and patients, and involving patients in setting clinical governance priorities.
Mechanisms for establishing and maintaining accountability
The maintenance of downwards accountability to local communities by the NHS has generally proved difficult to achieve. 11 Primary care groups and trusts are obliged to have some lay representation on their main boards; this is designed to strengthen their local accountability. 12 Some primary care groups and trusts (including the one that will be used as a case study in this article) also have lay representation on their clinical governance subgroups. This is not where most effort to establish accountability is currently being made. Nevertheless, in existing examples of good practice, individual practices have been involving their patients in decisions about services provided 13 ; these need to be built on by primary care groups and trusts.
The establishment of upwards accountability from primary care to the NHS hierarchy is to some extent a new element of accountability introduced with primary care groups and trusts. The system of performance management in the NHS has, until Types of accountability recently, concentrated on hospital and community services, as opposed to primary care. 14 An annual accountability agreement must now be made between every primary care group and its local health authority. The box (above) presents the two objectives relating to clinical governance agreed by one London primary care group for its 1999/2000 accountability agreement with the health authority.
But primary care groups and trusts will not be able to carry out their obligations under their upwards accountability agreements unless they are able to establish horizontal accountability among the practices which make up the group or trust. This is likely to be achieved through a mixture of persuasion and peer pressure and, where possible, through financial incentives. Evidence from independent practitioner associations in New Zealand shows that collective accountability for the quality of care can be successfully fostered with the financial incentive of collective responsibility for a shared, cash limited budget, through which savings can be used to improve services. 15 Primary care groups and trusts have mostly set up clinical governance subgroups to run the processes on a collective basis. These can build on experience of peer review gained from the existing systems of voluntary clinical audit in primary care and work undertaken by local pharmaceutical advisors to improve prescribing. Some total purchasing pilots also developed processes for horizontal accountability based on peer review of prescribing and referrals. 16 17 The primary care group in the case study intends to use some financial incentives to implement clinical governance. Two forms of financial incentive are to be used. Firstly, a practice incentive scheme explicitly links incentives to clinical governance. Money will be paid to practices that reach the specific clinical governance targets in respect of coronary heart disease and diabetes. Monitoring of these targets and of the clinical performance of individual practices in general will be a vital component of this means of improving horizontal accountability. Secondly, the primary care group has decided that small financial incentives will be given for infrastructure development. For example, money could be used to improve the quality of patient records by developing systems for the consistent recording of clinical information.
Making accountability happen
Primary care groups and trusts will face several challenges if they are to make real improvements in professional accountability. Firstly, clinical governance does not impose any new legal obligations on individual health professionals. The only new legal obligation, given in section 18(1) of the Health Act 1999, is that primary care trusts (along with health authorities and hospital trusts) must "put and keep in place arrangements for the purpose of monitoring and improving the quality of health care." 18 This broadly defined requirement can be seen as a way of fostering collective responsibility inside those organisations, rather than singling out individual professionals. The organisational developments needed to achieve this will be discussed later in this series. 19 Such work will be important to foster the types of relationships between primary care group or trust members required for horizontal accountability to operate effectively. Organisational development work with primary care groups and trusts must aim to foster a culture of collective responsibility among staff, and one in which accountability to others is recognised as important and not just as a threat to individual professionals' autonomy.
Secondly, the aims and desires of the groups to whom professionals are accountable may not be compatible at all times-in particular, the views of the public at local level may not coincide with the goals of the centrally managed NHS, as manifested in the plans of the local health authority. For example, local populations are often opposed to the closing or downgrading of local facilities, such as hospitals, which the NHS hierarchy regards as surplus to requirements and inefficient to maintain operating in their current state. The box below gives some further examples of tensions that may arise between different aspects of health professionals' accountability.
Case study
Objectives concerning clinical governance in one primary care group's accountability agreement with its local health authority • Health improvement-This objective concerns the reduction of the impact of diabetes by preventing or delaying the onset of type 2 diabetes and maximising the health of those with diabetes. Two of the five actions under this objective involve clinical governance: agreeing standards for managing diabetes in primary care and targets for achievement, and establishing systems to record care and achieve those standards • Health outcomes of NHS care-This objective concerns reducing mortality and morbidity from coronary heart disease, reducing the prevalence of other smoking related diseases and improving general health as a result of increased physical activity and healthy eating. Two of the five actions under this objective involve clinical governance: agreeing standards for the management of coronary heart disease and stroke in primary care based on equivalent standards in local secondary care providers and establishing systems to record care and treatment for patients with coronary heart disease and stroke
Possible tensions between accountability to various groups
• Nurses on the primary care group board may face conflicts between the priorities of the primary care group and those of their NHS Trust employer-for example, about attachment of nursing staff to practices • Individual general practitioners may face conflicts between the primary care group's collective need to curtail spending on drugs and their professional judgment as to the appropriate drugs to prescribe for certain patients • The primary care group as a whole may face conflicts between the need to plan and commission local community and hospital services within the budget available (which may entail closing some services), for which the primary care group is accountable to the central NHS via the Health Authority, and the demands of patients and local groups for services to remain open so that there are accessible local services Thirdly, establishing and maintaining horizontal and upwards accountability as part of clinical governance is likely to be costly. Health professionals will need time and appropriate skills, equipment, and facilities to undertake peer review and monitor the targets they set themselves. Money will be needed for financial incentives, if these are used. Additionally, if downwards accountability to local communities is taken seriously by primary care groups and trusts, this will require further expenditure on activities such as informing, training, and meeting with lay people to enable meaningful participation by the public.
Conclusions
Clearly, in the face of the limited resources being offered by health authorities, primary care groups and trusts will need to give priority to some elements of accountability. Horizontal accountability is important to develop early on, as it is the bedrock for effective clinical governance in primary care groups and trusts. Accountability for processes of care makes a good building block for further work, such as measuring actual outcomes of care. At the same time, it will be necessary for primary care groups and trusts to satisfy the requirements of upwards accountability to the NHS hierarchy.
Thus, primary care professionals will need to concentrate on a mixture of centrally identified clinical and organisational issues, particularly those set out in the national service frameworks, and issues identified in local health improvement programmes. Downwards accountability to communities of patients is likely to be the aspect of accountability which will have the least attention paid to it in the short term.
When I use a word . . .
Say cee
First a simple exercise in pronunciation: centimetre, cerebellum, biceps, hydrocele. So far so good. Now how about encephalopathy. Come again? In all probability, if you are British, although you will have pronounced the letter c in each of the first four examples soft (like the letter s), in encephalopathy you will have pronounced it hard (like the letter k). Why that should be I don't know (and you're allowed to feel smug if you didn't). Perhaps the preceding n in encephalopathy makes you want to pronounce the c hard, but if so what about (say) concentric and cancer?
Now how about cephalosporin? Hard again in all probability, although there is no preceding letter of any sort this time. Here the habit of pronouncing the c hard is reinforced by the several brand names for cephalosporins that begin with the letter k (such as Kefadim, Kefadol, Keflex, Kefzol). But I think that the manufacturers' use of the K in these names was probably conditioned by the common pronunciation of cephalosporin rather than the other way around. Other brand names only add to the confusion. How do you pronounce Timacef and Zinacef? Probably with a soft c. And then there's Velosef (yes, spelt with an s). In the end, example and counterexample notwithstanding, it's probably what trips off the tongue that determines what you say.
The rule in English, of course, is that a c before an e is pronounced soft; in only two common cases is it pronounced hard. Celtic was originally pronounced /'sel-tic/. There is an alternative spelling Keltic (Greek ´), but the earliest example in the Oxford English Dictionary occurs later than Celtic (Latin Celtae) by about 200 years. This is an instance in which a comparison of the first and second editions of the OED is instructive. In the first edition the only pronunciation of Celtic the dictionary gives is with a soft c, but in the second both soft and hard are on offer. Why the change? Well, the football team (soft c) was founded in 1888, at exactly the same time that James Murray, the first editor of the OED, was preparing the fascicle Cast-Clivy (published in 1889). Did the name of Glasgow Celtic, still pronounced with a soft c, subsequently induce scholars to abandon the original pronunciation and opt for a hard c instead? And the other word with a hard c + e? The Gaelic loan word ceilidh. A lone word indeed.
I think that we're stuck with pronouncing -cephalo-with a hard c, despite what the OED says, simply because the vast majority of people do it. Other dictionaries, yielding to force majeur, already offer hard and soft c as alternatives. I don't object to this-it demonstrates the democracy of language-but I do regret it a little. In America they order these things better-they use a soft c. I should welcome information about how -cephalo-is pronounced elsewhere in the world.
PS: Please don't write to me about all those Italian loan words (for example, cello and concerto), chalcedony, Cerenkov, ceorl, and ocean!
Jeff Aronson clinical pharmacologist, Oxford
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